SUMMARY Papilloedema is not always an adequate predictor of potential complications from lumbar puncture, and many clinicians are using computed tomography (CT) before lumbar puncture in an effort to identify more accurately the "at risk" patient. This paper identifies the following anatomical criteria defined by CT scanning that correlate with unequal pressures between intracranial compartments and predispose a patient to herniation following decompression of the spinal compartment: lateral shift of midline structures, loss of the suprachiasmatic and basilar cisterns, obliteration of the fourth ventricle, or obliteration of the superior cerebellar and quadrigeminal plate cisterns with sparing of the ambient cisterns. These criteria should be considered to be contraindications to lumbar puncture. 
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Although the CT scan clearly defines intracranial anatomy, pressure data must be inferred from the structural information it provides. Thus, some authors have recommended that lumbar puncture be attempted only if the CT scan is "normal". 6 We agree that all patients should have both uninfused and infused CT scans before lumbar puncture, but limiting lumbar puncture to those with "normal" scans may not be necessary. We suggest the following CT criteria that are anatomical correlates to unequal intracranial pressures and should be considered contraindications to a proposed diagnostic lumbar tap.
(1) CT evidence ofunequal pressures across the midline (falx cerebri) The presence of unequal supratentorial pressures is easily identified by lateral shift of the midline structures (septum pellucidum, third ventricle).7 Asymmetry of the lateral ventricles alone may not be an accurate sign, since ipsilateral ventricular dilatation may occur secondary to stroke, or coaptation of a frontal horn may represent a normal anatomical variant. Following lumbar puncture unequal supratentorial pressures would most likely lead to compression of the ipsilateral temporal lobe, leading to an uncal herniation.
(2) CT evidence of unequal pressures between the supratentorial and infratentorial compartments Unequal pressures across the tentorium may be subdivided into an elevated pressure cephalad to the tentorium pushing structures into the posterior fossa or an elevated pressure caudad to the tentorium pushing structures upward as well as through the foramen magnum.
Symmetrical supratentorial pressures higher than (fig 2, left) . Upward herniation may be a very subtle finding on the CT scan, and a high index of suspicion is required.
In summary, we have presented a case of cerebral herniation following lumbar puncture, and have suggested criteria that may help guide the clinician assessing data obtained from an "abnormal" CT scan to define more accurately the risk-to-benefit ratio for lumbar puncture. 
